F unctional gastrointestinal disorders (FGIDs) are common disorders of the gut-brain interaction classified by gastrointestinal (GI) symptoms related to any combination of the following: motility disturbance, visceral hypersensitivity, altered mucosal and immune function, altered gut microbiota, and altered central nervous system processing. 1 FGIDs are classified according to the Rome criteria, which are primarily based on symptom patterns, related to organ location or overarching dysregulation of symptom control pathways. The most prevalent FGIDs are irritable bowel syndrome (IBS) (abdominal pain, diarrhea/constipation, bloating) and functional dyspepsia (postprandial distress or epigastric pain syndrome). Patients with mild courses can usually be sufficiently managed by general practitioners and/or gastroenterologists. 2 In more severe/complicated courses (25%), psychosocial stressors increase in relevance, 3 and standard treatment often remains insufficient. 4 Accumulating data suggest that FGIDs result from reciprocal interactions between biological, psychological, and social factors. 5 Therefore, a biopsychosocial framework is critical for their understanding, assessment, and treatment. However, biopsychosocial models of care are lacking or rarely realized. This article aims to present our concept of an interdisciplinary FGID clinic in tertiary care and to characterize its patient population.
Methods
We conducted a retrospective, observational study of all patients at our clinic between June 2012 and January 2015.
The precondition for referral was a suspected FGID diagnosis that is based on laboratory screening, abdominal ultrasonography, endoscopy, and gynecologic examination for women. Basic treatment (eg, communication of the diagnosis or psyllium) should have remained insufficient.
Our interdisciplinary model of care implements a simultaneous concept that considers somatic and psychosocial factors of illness: [5] [6] [7] (1) Simultaneous assessment is based on thorough history taking and a physical (including rectal) examination within a 1-hour clinical consultation.
Physical: Typical symptom patterns are investigated according to the Rome III criteria. Alarm features (red flags) that are based on symptoms (eg, blood in stool or weight loss), patient history (eg, recent antibiotics), and diagnostic findings (eg, high fecal calprotectin) are carefully assessed, and other diagnoses are excluded by stepwise diagnostic assessment. The basic diagnostic evaluation is reviewed and complemented as appropriate. Special diagnostic tests are added depending on the symptom pattern, severity, and patient age.
A psychosocial anamnesis is taken. Psychosocial indicators for a more severe/complicated course (yellow flags: eg, dysfunctional illness perception/behavior) are assessed. If required, additional assessment at our psychosomatic clinic is offered.
All patients keep a diary of their diet, symptoms, and resources during a 2-week period. The diary assesses the patient's food and fluid intake and symptoms, including their duration and severity, as well as symptom-related daily events and interactions, thoughts, feelings, and behaviors.
The following features are assessed by using general and FGID-specific questionnaires according to pertinent recommendations: 8 physical Assessment and treatment planning are critically reviewed in weekly interdisciplinary meetings between the internal medicine residents, a gastroenterology consultant, a psychosomatic consultant, and a psychologist.
Results
Of all 294 patients, 92.2% fulfilled the Rome III criteria for any FGID. Patients with FGID (Table 1) had a median age of 38 years [23.0], and 72.0% were female. The symptoms were chronic (median duration, 4 years), and median symptom severity (IBS-SSS) score was 290 [169] . The most frequent somatic comorbidities were food intolerance (54.2%), gastritis (26.3%), and previous GI operation (22.5%). Moreover, patients exhibited a high psychosocial burden: 65.1% had a somatoform disorder, 41.2% had a depressive disorder, and 18.6% had an anxiety syndrome; accordingly, 53.1% of patients reported current or previous psychotherapy.
Discussion
Our biopsychosocial model of care proved highly acceptable for affected patients and is an especially important option for patients with more complicated courses. Psychotherapeutic treatments may not sufficiently relieve FGID problems if GI-specific measures are lacking. Moreover, the core strengths of our clinic are its biopsychosocial approach and the interdisciplinary medical setting. Its limitations are the required specialists and resources. To date, most investigations have focused on various unimodal treatments, and future research should implement interdisciplinary clinics and evaluate their impact against standard medical care.
